inferior recti, corroborating the diagnosis. During the initial clinical examination the fourth cranial nerve palsies were not identi®ed, for two reasons. First, bilateral superior oblique palsies present a particular diagnostic challenge to the clinician 5 and our case exhibited subtle partial fourth cranial nerve palsies. Second, the convergent squint on downgaze was mistakenly attributed to the concurrent sixth cranial nerve palsies. It is possible, therefore, that transient bilateral fourth cranial nerve palsies are frequently missed in association with IIH.
This case illustrates the importance of fourth cranial nerve palsy as a false localizing sign in raised intracranial pressure and indicates a need to revise the modi®ed Dandy criteria for diagnosis of IIH, which do not allow for any focal neurological de®cit other than a sixth cranial nerve palsy 2 . The complete recovery of the fourth and sixth cranial nerve palsies after treatment indicates that these ocular abnormalities are false localizing signs. The exact mechanism for the fourth nerve palsy remains uncertain but one possibility is compression of the nerve as it emerges from the superior medullary velum of the fourth ventricle. Friedman et al. 6 postulate that increased intracranial pressure results in displacement or distortion of brainstem structures including the cranial nerves. Bell et al. 7 propose that a change in cerebrospinal¯uid dynamics can distort intracranial anatomy and thus transiently compress the fourth cranial nerve. The trochlear nerve has the longest intracranial course (75 mm) of all cranial nerves so we should not be surprised that its function is affected bȳ uctuations in intracranial pressure. Obstructive sleep apnoea is the most common type of sleep apnoea, with cessation of air¯ow despite continued respiratory effort. Though any space occupying lesion from nostril to glottis can predispose to snoring and obstructive sleep apnoea, most adult snorers have no such lesion.
CASE HISTORY
A man aged 57 sought advice because of snoring and intermittent choking episodes for the past six months. His general practitioner referred him to the regional sleep laboratory, where obstructive sleep apnoea was diagnosed and he was managed with continuous positive airway pressure (CPAP). The snoring gradually became worse and six months later he began to experience dif®culty with breathing, which became noisy. On questioning in the ear, nose and throat department he revealed that for 3 years he had had intermittent dysphagia for solid food such as bread and meat. He had mild stertor (noisy breathing due to obstruction of the pharyngeal space above the larynx) and dysphonia. Fibreoptic nasolaryngoscopy showed a smoothsurfaced swelling in the hypopharynx, obstructing the laryngeal inlet. Urgent tracheostomy was done to secure the airway, since the patient was in danger of total airway obstruction. On rigid endoscopy of the pharynx the mass was found to be soft and pedunculated, probably arising from the posterior pharyngeal wall at the level of the arytenoids. The clinical diagnosis was lipoma. Magnetic resonance imaging showed a well de®ned mass arising from the posterior wall of the hypopharynx, with uniform fat signal intensity (Figure 1 ). This was excised via a lateral pharyngotomy. The patient was extubated the next day and the tracheostome was allowed to heal spontaneously. Histological examination con®rmed that the lesion was a ®brolipoma. The snoring and sleep apnoea resolved completely and the patient returned his CPAP machine to the hospital.
COMMENT
Snoring is the cardinal symptom of obstructive sleep apnoea. In a patient with suspected sleep apnoea, appropriate investigations may include overnight pulse oximetry, polysomnography, lateral cephalometry, pharyngeal computed tomography or magnetic resonance scanning and sleep nasoendoscopy. When there are additional symptoms referable to the upper aerodigestive tract such as nasal obstruction, dysphonia and dysphagia, detailed ENT examination, including endoscopy of the larynx and pharynx, is warranted. Conditions to be looked for include nasal polyps, enlarged adenoids, enlarged tonsils, macroglossia and neoplasms (Box 1). Neoplasms of the pharynx and larynx seldom cause snoring and sleep apnoea unless they are large, and usually they will show themselves with other symptoms such as dysphonia and dysphagia. Our patient had dysphagia for 3 years before the onset of snoring and sleep apnoea but did not mention this initially because it was not disabling.
Lipomas in the larynx and pharynx are very rare 1 . The initial symptoms of a hypopharyngeal lipoma include a sensation of lump in the throat and dysphagia, and subsequent laryngeal inlet obstruction can result in snoring, muf¯ed speech and stridor. Sudden asphyxia and death have been reported from a pedunculated lipoma arising from the posterior pharyngeal wall 2 . Magnetic resonance imaging is helpful in assessing the extent and nature of such tumours. The treatment of choice is surgery, and small tumours can be removed endoscopically if the base or pedicle is visible.
Patients referred for snoring should speci®cally be questioned for ENT symptoms and, if these are present, should have a nose and throat examination including laryngoscopy. 
